. We also present the airborne cases observed in our department during the same time period. Results. This survey provides an updated list of causal agents that have produced airborne allergic contact dermatitis, and briefly mentions some other types of skin reaction induced by airborne exposure. The sources of the reactions are multiple: drugs; plants, natural resins, and wood allergens; plastics, rubbers, and glues; preservatives and other chemicals; and metals. Conclusions. Airborne contact dermatitis is frequent, and most of the airborne allergens (and irritants) identified are in occupational settings. Drugs and preservatives have recently become more important causes. Dermatologists and occupational physicians need to be aware of them.
Previous literature reviews on airborne allergic dermatitis have been published, covering the period 1975-2006 (8-11), and airborne irritant contact dermatitis has been discussed by Lachapelle (12).
This article focuses on allergic contact dermatitis, but also refers to some other skin reactions induced by airborne agents. 
Materials and methods
For the present update, we screened Contact Dermatitis (January 2007 to December 2011), Dermatitis, and also included relevant articles from other journals published during the same period. An allergen was judged to be airborne on the basis of the authors' use of terms such as dust or volatile, the distribution pattern of the dermatitis (see above), the nature of the lesions, the history, the follow-up of the patients, and the results of patch (sometimes prick) testing. Atopic patients with head and neck dermatitis mimicking airborne contact dermatitis were not taken into consideration in this review. The allergens retrieved in our survey, which does not pretend to be exhaustive, are listed in Table 1 .
We also present the airborne cases observed in our department in a population of 2548 subjects patients tested between 2007 and 2011.
Results and Discussion
Almost all published causes of reactions induced by airborne agents were occupationally related (Table 1; if not, the references are indicated with an asterisk). These concerned 155 cases of airborne allergic dermatitis, the sources being drugs, plants, natural resins and woods, plastic, rubber and glue components, preservatives and other chemicals, and metals. In contrast to previous reviews on this subject (8, 9), we did not find reports on pesticides or animal feed additives as causal agents. Drugs as causes of airborne dermatitis seem to be playing a more important role than in the past: we now found 14 reports concerning 43 patients, in contrast to previous reviews, in which we found 9 (8) and 6 reports (9), respectively. The proportion of plants as causes of airborne dermatitis remained stable. Moreover, the number of non-occupationally related cases did not change significantly either: there were 18 references, 20 by Santos and Goossens (8), and 10 by Huygens and Goossens (9). Table 2 lists the airborne allergens identified in the 2548 patients tested in our department, of whom 1410 (1040 females and 370 males) presented with at least one positive patch test reaction. Of these, 81 patients (54 women and 27 men) presented with an airborne dermatitis, 45 of the cases being occupationally related. The most frequent sources were fragrances, preservatives, and (systemic) drugs, and two examples of the last of these are illustrated here: Fig. 1 shows airborne contact dermatitis caused by non-occupational exposure to a budesonide-containing aerosol used by a family member, and Fig. 2 shows airborne contact dermatitis in a patient crushing Antabuse tablets (Sanofi Aventis, Paris, France) containing tetraethylthiuram disulfide for his spouse. The positive patch test result to thiuram mix is shown in Fig. 3 .
Our patients' data are in agreement with the literature; that is, 'classical' contact allergens, such as epoxy and (meth)acrylate resins, still play their part, but preservatives, for example methylchloroisothiazolinone and, recently, more often methylisothiazolinone in paints, in particular, and drugs such as tetrazepam in healthcare workers crushing tablets for disabled people, are increasingly being observed as causes of occupational airborne allergic contact dermatitis.
Moreover, clinicians must also be aware of alternative clinical patterns, so that the diagnosis of an airbornerelated dermatitis will not be missed.
The following are case reports that are worth mentioning separately:
• Another 3 cases of baboon syndrome (synonym: SDRIFE, a systemic allergic dermatitis with a characteristic distribution pattern -bright-red itchy erythema involving the buttocks, anogenital area, upper inner surface of the thighs, and major flexures) caused by inhalation of metallic mercury vapour (81, 82)
• Allergic airborne contact dermatitis caused by Parthenium, in which continued exposure caused repeated exacerbations progressing to erythroderma (6) • Systemic dermatitis triggered by airborne contact through inhalation of cobalt (78), and inhalation of airborne nickel being a major risk factor for sensitization (89) • Airborne dermatitis in the seborrhoeic areas mimicking a seborrhoeic dermatitis in 2 patients with Parthenium dermatitis (32).
Other skin reactions induced by air exposure have also been observed and published: irritant contact dermatitis, photo-allergic reactions, contact urticaria (syndrome), and protein contact dermatitis (Table 1) . Examples are cases of type I allergies caused by airborne pollen in India (90) and cedar pollen in Japan (91) . Some authors have continued to report on inhalation of airborne latex proteins from powdered gloves, sensitizing both clinicians and their patients (92) .
Conclusion
This survey provides an updated list (from 2007 to 2011) of airborne dermatitis causes, particularly of allergic contact dermatitis. The sources of the reactions may be multiple, but most of the allergens identified concern an occupational setting, in which drugs and preservatives, in particular, have recently become more frequent. Last, but not least, this article is intended to remind the medical profession to be aware of the frequency of the airborne nature of the causal agents. 
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